Abstract: Barriers to ethical and effective health care in rural communities have been welldocumented; however, less is known about strategies rural providers use to overcome such barriers. This study compared adaptations by rural and urban health care providers. Physical and behavioral health care providers were randomly selected from licensure lists for eight groups to complete a survey; 1,546 (52%) responded. Replies indicated that health care providers from small rural and rural communities were more likely to integrate community resources, individualize treatment recommendations, safeguard client confidentiality, seek out additional expertise, and adjust treatment styles than were providers from small urban and urban communities. Behavioral health care providers were more likely than physical health care providers to integrate community resources, individualize treatment recommendations, safeguard client confidentiality, and adjust their treatment styles; physical health care providers were more likely than behavioral health care providers to make attempts or have options to seek out additional expertise.
residents, and some are closely tied to the experiences and backgrounds of rural health care providers.
Combined, these challenges represent and lead to health and health care disparities 2, 3 that perpetuate lower health-related quality of life for rural residents, 4 especially rural residents in racial/ethnic minority groups. 5 For example, as a result of rural health care barriers, rural areas struggle with inadequate disease prevention, delayed detection of illness, mis-diagnosis and late diagnosis, inadequate referral, and ineffective treatment. [6] [7] [8] [9] Not surprisingly, repeated calls have been made for systemic interventions and training interventions that will address barriers to care in rural areas. Adaptations have been suggested ranging from increasing community awareness of prevention and early detection, to integrating community resources, implementing non-traditional treatment approaches, initiating measures to minimize confidentiality concerns, and finding ongoing support resources for providers. [10] [11] [12] [13] Included as an appendix is a listing of some of the more common recommendations; this list reflects the major themes in the literature, 14, 15 that is, system integration and flexibility, community and professional outreach, and cultural sensitivity and awareness.
Such changes, however, have been slow to occur, in part due to the rigidity of higher educational systems (such as medical and graduate schools), the inflexibility of public policy, and the intransigence of systems in general. 2, 3, 14, 15 To cope with the challenges they perceive in their daily practice, rural providers have learned to make adaptations to the ways they were taught to deliver services in an attempt to overcome some of the systemic, community, patient, and educational challenges that impede optimal health care. These modifications to 'business as usual' are beginning to be documented in the anecdotal literature, but have not been explored systematically. Some of the documented adaptations by individuals include, but almost certainly are not limited to, the following practices: 3, 16, 17 • Keeping a private log of information about a client that is not part of the official clinical records • seeking support from local elders • involving the patient's family member(s) in health care • changing personal traits to adapt to patient preferences • modifying clinic procedures • expanding regular office hours • seeking relevant continuing education Purpose of current study. Knowing what adaptations rural care providers have made successfully would provide fertile ground for policymakers in their efforts to plan system-wide changes. However, no study in the peer-reviewed literature has formally explored the types of adaptations rural versus urban care providers have made on a regular basis in the interests of their patients' health and welfare. To address this void in the literature, the current study sought to explore adaptations made by health care providers in their daily practice in Alaska and New Mexico with an array of population densities, ranging from small, inaccessible rural communities to relatively large urban centers. This diversity in density allowed for comparisons of adaptations used by health care providers in a variety of rural and urban communities. To accomplish the goals of the study, a survey was developed for and sent to over 3,500 health care providers, including general practice physicians, psychiatrists, physician assistants, nurse practitioners, registered nurses, psychologists, mental health counselors, and social workers. Examining current adaptations used by these health care providers will allow for well-informed design of interventions that promote awareness and provide information regarding available and utilized methods to meet the needs of consumers, differentiating methods used by community size and type of care provider.
Methods
Participants. Potential participants in Alaska and New Mexico were randomly selected from the licensure lists for 8 health care provider groups: primary care physicians, psychiatrists, physician assistants, nurse practitioners, registered nurses, psychologists, social workers, and mental health counselors. For selection purposes, all licensees in the 8 provider groups were categorized as urban or rural based on their addresses (provided by the licensing boards). Next, for each of the 8 provider groups, 125 rural and 125 urban participants were selected from each state. However, as some groups did not have 125 individuals (e.g., rural psychiatrists), the entire group was sampled and the parallel group (e.g., urban psychiatrists) was sampled to the degree necessary to total 250. Even with sampling all potential participants, some groups did not have enough providers to total 250; thus, the final identified sample was 3,695.
Of 3,695 potential participants contacted, 1,546 (723 from Alaska and 823 from New Mexico) provided useable data. The overall response rate for the survey was 52.2%, with 50.6% in Alaska and 53.7% in New Mexico. The rural response rate was 49.8% (53.3% in Alaska and 47.3% in New Mexico), for a total of 662 rural respondents; the urban response rate was 54.1% (48.7% in Alaska and 60.4% in New Mexico), for a total of 896 urban respondents. Table 1 provides participants' demographic information, organized by state.
Instrument. Following procedures recommended by Dillman, 18 participants were asked to complete a survey (described below) that asked them to describe their experiences in providing physical or mental health care to their clients/patients. Survey procedures began with a letter informing the potential participants that they had been selected to receive a survey and to expect it to arrive by mail. Two weeks later, a packet consisting of an informed consent form, survey, non-respondent form, and payment form was mailed to all potential participants. Participants were informed that they would be paid $50 for returning a completed survey and that the source of funding for this project was the National Institute on Drug Abuse. Four weeks later, a reminder card was sent out to potential participants who had not returned a survey or a non-respondent card. Another complete packet was sent two weeks later to potential participants who had not returned a completed survey or non-respondent card, followed by another reminder card two weeks later.
The survey was developed based on extensive qualitative work conducted over a 2-year period. This qualitative work included 82 key informant interviews and 25 focus groups (with a total of 163 participants) conducted with health care professionals, patient advocates, and health care administrators in Alaska and New Mexico. ). The current study involved the analysis of responses to the items included in the section of the survey that addresses informal practices utilized by health care professionals to adapt to barriers to care. For these items, participants were asked to rate on an 11-point scale that ranged from 0 (Never) to 10 (Always) how often they used each of 37 different adaptations to barriers encountered in providing ethical and effective health care. Examples of such items include spending extra time with clients, making referrals, establishing a referral network, and meeting clients after hours. All 37 items are listed in Table 2 and were derived from the extant conceptual literature and extensive interviews and focus groups with providers in both states.
Data analyses. To reduce the number of dependent variables, a principal components analysis with equamax rotation was conducted on the 37 items. Results revealed Items that loaded on multiple factors were retained for the factor on which the item had the highest factor loading. Table 2 provides coefficient alphas and item factor loadings. Data analyses were based on participants' community size, provider type, and state. For community size, we initially categorized participants into rural or urban for the random selection process. For this categorization, we used the definition provided by the Federal Office of Management and Budget. 20 According to this definition, a metropolitan statistical area (MSA), as opposed to a non-metropolitan statistical area (non-MSA), is a geographic area consisting of a city with at least 50,000 residents or an urbanized area with a total population of at least 100,000 (75,000 in New England). However, because of criticisms in the literature regarding such rural-urban dichotomies, 4, 10, 21 for community size, we used a different approach. We used cluster analyses based on contiguous population size to define community size for the participants' communities. The resulting definition includes four distinct categories: urban, small urban, rural, and small rural. An urban community was defined as a geographic area containing a population of 35,000 people or more; a small urban community was defined as a geographic area containing a population of 15,000 to 34,999 people; a rural community was defined as a geographic area containing a population of 3,500 to 14,999 people; and a small rural community was defined a geographic area containing a population of fewer than 3,500 people.
For provider type, the eight health care provider groups were combined into two conceptually-related groups. Physicians, physician assistants, nurse practitioners, and registered nurses were combined into the group labeled physical health care providers; psychologists, psychiatrists, social workers, and mental health counselors were combined into a group labeled behavioral health care providers.
Based on these categorizations, the primary statistical analysis used was multivariate analyses of variance (MANOVA) with three independent variables of State (two levels: New Mexico and Alaska), Provider Type (two levels: physical health providers and behavioral health providers), and Community Size (four levels: urban, small urban, rural, small rural), and the five factors as the dependent variables. If the overall MANOVA was statistically significant, univariate analyses of variance and Duncan's Range Test were conducted. Cohen's d was used to determine the effect size for significant findings.
Results
Results of the 2 (State) X 2 (Provider Type) X 4 (Community Size) MANOVA revealed significant overall main effects for Community Size, F (15, Table 3 . For Integrating Community Resources, all four levels of Community Size differed significantly from one another. Table 4 provides means and standard deviations for all effects. As shown, providers in small rural communities were the most likely to integrate community resources to address perceived barriers to care, followed in decreasing order by providers in rural, small urban, and urban communities. The largest mean difference, between providers in small rural communities and providers in urban communities, reflected a medium effect size (Cohen's d 5 .55).
For Individualizing Treatment Recommendations, providers in urban communities were less likely to individualize treatment recommendations than providers in small 
13). For
Safeguarding Confidentiality, providers in urban communities were less likely to take special precautions to safeguard confidentiality than providers in small urban, rural, and small rural communities, who did not differ from one another. The largest mean difference between urban and small urban reflected a medium effect size (Cohen's d 5 .56). The only other difference was between providers in rural and providers in small urban communities; however, this difference reflected a negligible effect size (Cohen's d 5 .04).
For Broadening Provider Expertise, all four levels of Community Size differed significantly from one another. Providers in small rural communities were most likely to take measures to broaden their expertise in attempt to address barriers to care followed in descending order by providers in rural, small urban, and urban communities. The largest mean difference between small rural and urban providers reflected a medium effect size (Cohen's d 5 .52). For Adjusting Treatment Style, providers in small rural communities were more likely to adjust their treatment styles than providers in rural, small urban, and urban communities, who did not differ significantly from one another. The largest mean difference between small rural and urban providers reflected a moderate effect size of (Cohen's d 5 .38).
Provider type. Significant differences were revealed between the two provider types on all five factors. Behavioral health care providers were more likely than physical health care providers to integrate community resources Table 4 .
Rank order of adaptations by community size. Based on average ratings, Table 5 provides the highest ranked of the 37 individual adaptation items, separated by rural and urban providers. Although being a role model for healthy behavior was the most common adaptation used by both rural and urban providers, considerable differences existed in the use of other adaptations. Rural providers were more likely to use adaptations that were associated with client interactions such as adjusting language, spending more time with clients, and minimizing a status difference between the client and provider. Urban providers were more likely to use adaptations that were associated with training, integrating familial support, and designing care recommendations around clients' strengths.
Discussion
This large-scale survey of health care providers in rural and urban areas of Alaska and New Mexico revealed that rural and urban providers have significantly different approaches to dealing with barriers to ethical and effective health care delivery. When looking at the five clusters of adaptations to health care barriers, providers in rural communities compared with urban providers showed the greatest differences with regard to broadening provider expertise, followed by how they integrate community resources and safeguard confidentiality. Behavioral and physical health care providers differed significantly in the degree to which they endorsed adaptations. Following is a detailed discussion of each of the five adaptation clusters.
Integrating community resources. Providers' community size was strongly related to the integration of community resources into service provision, with small rural providers using this set of adaptations the most, followed by rural, small urban, and urban providers. Specifically, the smaller the community, the more the providers consulted community leaders or elders regarding cultural issues, participated in community events, and integrated additional community resources. The smaller the communities, the more its providers have contact with the influential leaders of the community, which provides them the opportunity to discuss how best to support the community. Additionally, providers in smaller communities have much less anonymity than do urban providers; thus, if they do not participate in community events, their absence is noticed. It may well be that if providers in small communities do not attend community events, they would run the risk of being identified as outsiders, a label that in turn may have a negative impact on community members' willingness to seek their services and to form a therapeutic alliance with him or her. Provider type had a significant effect on the degree to which providers integrated community resources into their practice, with behavioral health care providers using this set of adaptations more often than physical health care providers. This may occur due to the nature of concerns discussed between behavioral health care providers and their clients. That is, often, behavioral health concerns are related to community level stressors, such as the loss of industry, environmental changes, or community level tragedies (such as, floods, fires, or suicides). Such presenting problems may lead behavioral health care providers to utilize available resources to supplement their treatment protocols. They may also lead to community efforts towards prevention.
Broadening provider expertise. Community size was significantly related to providers' use of adaptations that serve to broaden their expertise, with small rural providers using this set of adaptations the most, followed by rural, small urban, and urban providers. This finding is consistent with previous research documenting the lack of specialization and opportunity for provider consultation in smaller communities. 22, 23 It is likely that the smaller the community, the greater the need for providers to become broader and more proficient in their health care skills. These providers also will have a greater need for a comprehensive network for referrals as they will be confronted with many issues outside their own scope of practice that will require assistance from specialists.
In addition to differences by community size, significant dissimilarity was revealed between provider types, with physical health care providers indicating a higher frequency of adaptations designed to expand their expertise than is found among behavioral health care providers. One possibility is that physical health care providers have more opportunity for providing referrals and engaging in more training. That is, access to referrals and care decrease as specialization increases, with a particular dearth of mental health or behavioral health care providers in rural areas. 24 For example, a nurse practitioner may need to make a referral to a general practicing physician, who in turn may need to make a referral to a specialist (e.g., a cardiologist). In comparison, behavioral health care providers may be limited in both their available referral network and their need for specialists.
safeguarding confidentiality. Community size had a significant relationship to the means through which health care providers safeguard patients' confidential information. Urban providers rated such adaptations significantly lower than did providers from all other community sizes, which did not differ from each another. This finding lends support to the notion that concerns regarding confidentiality are more prevalent in smaller communities and pressingly require creative solutions. Confidentiality challenges in smaller communities arise in many contexts and providers recognize that the ensuing lack of anonymity and possibility for stigmatization greatly affects their patients. To ensure that patients are comfortable seeking services and feel that their privacy remains protected, providers in small communities take increased steps to safeguard confidentiality.
Provider type had a similar relationship with the safeguarding of client's confidentiality, with behavioral health providers reporting a greater frequency than physical health providers of safeguarding confidentiality. Due to the stigmatization of mental illness, it is not surprising that behavioral health providers make extra efforts to maintain their clients' confidentiality.
Individualizing treatment recommendations. Community size was not related to whether providers choose alternative treatment approaches as adaptations to barriers to health care. However, provider type did have a significant relationship with such utilization. Specifically, behavioral health care providers reported using alternative treatment approaches as adaptations to treatment barriers significantly more often than physical health care providers did. Often, behavioral health care requires a time-intensive effort to establish therapeutic alliance, a process that may be greatly enhanced by alternative treatment approaches. Alternatives may focus on clients' strengths and abilities, as well as integrating informal and formal supports. Physical health care providers may engage in similar treatment approaches, but do so less frequently than their behavioral health care colleagues.
Adjusting treatment style. The finding that providers in small rural communities differed from those in all other geographic settings with regard to how they adjust their interactive style with their patients or clients is not surprising. Care providers in small communities must take great care to use natural helpers in their community and must adapt to the cultural styles of their patients. This may require a slowing down of language or an adjustment of office hours. It certainly appears to mean that friends and family members are more likely to become involved in a patient's care than they would be in another setting. Behavioral and physical care providers were similar in this respect.
Implications. The fact that providers in rural communities adapt differently from how urban providers adapt in the face of barriers to care has implications for policymakers, educators, and care providers in rural communities. First, funding agencies can provide adequate funds for the adaptations frequently used by rural health care providers. For example, adequate funding is necessary for rural providers as they seek out additional supervision or training given that they must treat or at least refer patient with presenting concerns outside of providers' specialty. Second, the fact that rural providers must make major adaptations to meet the needs of their patients provides additional evidence of the need for more providers and, especially, more specialists in rural communities. Without addressing this need for more providers, patients in rural communities will continue to suffer the serious effects of ongoing health disparities. Technological advances and the use of telemedicine for distance service delivery will provide some relief from this problem, but are not cure-alls.
Third, these findings contribute to the body of knowledge that rural providers face circumstances that are quantitatively and qualitatively different than those faced by urban providers. Providers who will work in rural communities must secure specialized training in rural health care issues. These findings provide the basis for such training that should be integrated into established university and medical school training programs. These adaptations also point to the need for continuing education opportunities for rural providers, with adequate provision of backup services while providers leave their communities for such training. Through better preparation and ongoing training, the burn-out and rapid turnover of rural providers may be reduced, resulting in more stable and consistent rural health care services.
limitations. Several limitations must be borne in mind when interpreting these findings. First, results are based on self-report and, as such, may not precisely reflect respondents' actual behaviors. Second, the overall response rate was 52.2%, which means that nearly half of the potential participants declined to participate. However, given the fact that the individuals targeted were busy professionals and that the survey took up to an hour to complete, the response rate seems understandable; it is also relevant that response rates to surveys in general have been declining for at least two decades. 25 Third, although a significant amount of time and effort was put into developing and refining the survey, including the use of expert consultants and extensive piloting efforts, no validity or reliability data have been collected thus far. Fourth, our community size classification schema is based on our data rather than other classifications schemas such as those established by the United States Department of Agriculture (http://www .ers.usda.gov/Briefing/Rurality/). However, given the particular population characteristics of Alaska and New Mexico, the established schemas would have not given us the opportunity to look at finer nuances of community size. Nevertheless, our classification schema corresponds closely to the USDA schemas and is more intuitively sound.
Conclusion
Health care providers in rural areas face a variety of barriers, including heterogeneity of rural inhabitants, economic impediments, geographic impediments (e.g., distance, travel, and weather), financial constraints, cultural differences, lack of access to specialty care, and confidentiality concerns. This study differentiated adaptations utilized by a diverse range of communities and provider types to overcome health care barriers. The study demonstrated that providers from small rural and rural communities are more likely than small urban and urban providers to find ways to integrate community resources, safeguard client confidentiality, and seek out additional expertise. In addition, behavioral health providers appear to integrate community resources, find alternative treatment approaches, and make efforts to safeguard confidentiality more than physical health providers, whereas physical health providers make more attempts or have more opportunities to broaden their expertise.
Alexis Kaminsky, Audrey Solimon, and Katherine Green Hammond in New Mexico; and Lee Sechrest and Patrick McKnight in Arizona.
Appendix-Recommendations for Improving Rural Health Care
System integration and flexibility
• Integration of physical health care, mental health care, and substance abuse treatment under one roof • Development of a system that provides a single health care team, a single patient medical chart, and a single billing system • Collaboration across disciplines • Integration of social workers and mental health care providers into primary care practices for screening, consultation, and support • Development of flexibility through creative strategies such as mobile clinics, nontraditional clinic hours, and house calls
Community outreach
• Creation of sustainable community alliances and collaborations • Establishment of networks of natural helpers, including clergy, families, neighbors, shelters, jails, peace officers, peer supports, schools, and so forth to make the most effective use of formal and informal local resources • Involvement, collaboration, and solicitation of local supports and through tapping into existing local strengths and values
Professional outreach
• Good communication and regular contact with distant specialists who serve in consultant roles, perhaps using telemedicine technology • Self-awareness to know when to ask for help and when to initiate referrals • Measures to increase skills vis-à-vis identification and diagnosis, emergency care, competent referral • Development of rural outreach systems for mutual support and guidance and to reduce professional isolation
Cultural sensitivity and awareness
• Community-specific health-care-planning with focus on partnership building • Responsiveness to the unique needs of each individual rural communities • Capacity for building trust with local residents • Willingness to engage in advocacy role that facilitates help-seeking • Reduction or elimination of miscommunication between the provider and consumer due to language or cultural barriers notes
